Responding to

SYSTEM
			 CHANGE

2018/19
ANNUAL REPORT

As Ontario reorganizes its health care system,
health care providers are intensifying their
efforts to integrate care, improve transitions
and improve how patients experience care
across the system.

Rehabilitative care can play an important

The GTA Rehab Network is ideally positioned

role in these efforts — from reducing

to take on this work. Our member organizations

length of stay to improving patient flow.

represent the breadth of rehabilitative care across

But achieving those benefits will require a

the acute care, rehabilitative and community

coordinated approach across the acute care,

sectors. We have a strong record of successful

rehabilitative and community sectors.

collaborative initiatives. And we are already
taking action. Together, we are streamlining and
standardizing processes to make rehabilitative
care more evidence-based, efficient and
responsive to the needs of patients.

SYSTEM CHANGE IS UNDERWAY.
The Network is helping its members to meet the challenge.

ENSURING PRICING REFLECTS
BEST PRACTICE CARE

IDENTIFYING UNMET NEED
IN OUTPATIENT REHAB

Working with its members, the Network used best practice
models of care and outpatient rehab data to propose alternate
hospital-based outpatient pricing for the Ministry of Health and
Long-Term Care hip and knee bundled care pilot. The proposed
pricing more accurately reflects the resources used by providers
to provide best practice rehabilitative care.

For years, a lack of data for outpatient rehabilitative care has made systemwide planning difficult. To address this gap, the Network worked with
seven hospitals to gather and analyze data on access to outpatient rehab
services for all population groups. The Network is using this data to produce
a scan of demand and unmet need that will support organizations and the
LHINs in capacity planning for community-based rehabilitative care.

TRACKING RESOURCE USE
IN BUNDLED CARE PILOT

IMPLEMENTING PROVINCIAL
DEFINITIONS FRAMEWORKS

The Network used inpatient and outpatient rehab data collected by
hospitals participating in the pilot to better understand how patients
with complex needs access rehabilitation after their surgery. The data
highlighted that patients with complex rehab needs often require
multiple post-acute rehab services — inpatient, outpatient and/or in
the home. This information, which has implications for pricing models,
will be shared with the LHINs and the Ministry.

IMPROVING FLOW FOR PATIENTS
WITH COMPLEX NEEDS
Patients with complex needs often experience long alternate
level of care (ALC) stays in acute care. To find solutions, the
Network is working with ten acute care hospitals to track data on
all musculoskeletal patients with weight-bearing restrictions
(a key factor in delayed transfers to rehabilitation/CCC).
The Network will use the data to analyze the issues preventing
timely transitions and identify strategies to improve flow.

The Network continues to support consistency and standardization
across rehabilitative care. This past year, the Network worked with the
Resource Matching and Referral (RM&R) system in the Toronto Central
and Central LHINs to align it with the provincial definitions frameworks.
The Network also helped hospitals in the Toronto Central LHIN to
adopt and apply the frameworks.

OUR

OPTIMIZING REHAB SERVICES

2018/19

The Network worked with two hospitals in the Central East
LHIN (Lakeridge Health and Scarborough Health Network)
to develop a plan to optimize rehabilitative care services in
their organizations. The plan identifies current and ideal states
of rehab services to guide future planning, including patient
volumes and flow, use of in-hospital programs and health
human resources.

INITIATIVES

SUPPORTING KNOWLEDGE
EXCHANGE

IMPROVING TRANSITIONS
ACROSS THE SYSTEM

The Network’s annual Best Practice Day attracted more
than 200 clinicians, researchers and policy/management
professionals from across the province to share and learn
from best practices and innovations in rehabilitative care.

The transfer of patients across the system should be smooth and safe.
But data from Network members and a survey of service providers
in the community found there are opportunities to improve how
patients are transferred from acute care to rehabilitation/CCC or back
to the community. The Network is using this information to develop
a guideline for transfer of accountability between organizations that
supports safety and quality patient care.

OUR
THANKS

In 2018/19, the Network said goodbye to our chair, Malcolm Moffat, and vice-chair,
Dr. Gaétan Tardif. We thank them both for their longstanding leadership and support
and wish them well in retirement.
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Chair: Anne-Marie Malek
Vice-Chair: Dr. Mark Bayley
Rehabilitation/CCC Hospitals
Baycrest Health Sciences
Bridgepoint Active Healthcare/
Sinai Health System
Holland Bloorview Kids
Rehabilitation Hospital
Providence Healthcare/
Unity Health Toronto
Runnymede Healthcare Centre
St. John’s Rehab/Sunnybrook
Health Sciences Centre
Toronto Grace Health Centre
Toronto Rehab/UHN
West Park Healthcare Centre

Community Hospitals

Home and Community Care

Halton Healthcare
Humber River Hospital
Lakeridge Health
Mackenzie Health
Markham Stouffville Hospital
Michael Garron Hospital
North York General Hospital
Scarborough Health Network
Southlake Regional Health Centre
St. Joseph’s Health Centre/
Unity Health Toronto
Trillium Health Partners
William Osler Health System

Central LHIN
Central East LHIN
Central West LHIN
Mississauga Halton LHIN
Toronto Central LHIN

Acute Teaching Hospitals
Mount Sinai Hospital/
Sinai Health System
St. Michael’s Hospital/
Unity Health Toronto
Sunnybrook Health Sciences Centre
University Health Network

Ex Officio Members
Regional Geriatric Program of Toronto
Toronto Acquired Brain Injury Network
University of Toronto
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Karen Allison, Office Manager †
Sue Balogh, Project Manager †
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